presenting to a tertiary paediatric emergency department. The guideline shows promise in reducing total bed stay, and frequency of lumbar puncture. Ongoing efforts are required to optimise guideline adherence. Our guideline shows high concordance with a European guideline recently validated in a multi-centre, prospective cohort.
REDUCING LUMBAR PUNCTURE FAILURE RATES IN FEBRILE NEONATES WITH MULTIDISCIPLINARY PRACTICAL SKILLS TEACHING, EARLY STYLET REMOVAL AND ATRAUMATIC NEEDLES
University of Sydney, Sydney, NSW, Australia Background: Most febrile neonates presenting to an emergency department will require a lumbar puncture to exclude meningitis. Failed lumbar punctures result in diagnostic uncertainty and exposure to potentially unnecessary prolonged antibiotic therapy. There are further effects on hospital length of stay and use of isolation beds. Not least is the distress experienced by families following failed attempts. The study aimed to reduce the lumbar puncture failure rate in febrile infants under 3 months presenting to a tertiary children's hospital emergency department.
Methods: Early stylet removal, reduced patient movement and analgesia, 1,2 have been shown to improve lumbar puncture success rates in children. Atraumatic needles have been shown in adults to reduce multiple attempt rates and traumatic taps. 3 We delivered a multidisciplinary lumbar puncture skills teaching package to junior medical officers (JMOs) and nurses working in the Emergency and General Paediatrics Departments of a tertiary children's hospital. Teaching advocated early stylet removal and atraumatic needle use which were novel techniques for most participants. Analgesia, optimal needle position and placement were emphasised including the underlying anatomical rationale. Participants practiced the skill using lumbar puncture simulation manikins. Communication between medical and nursing staff regarding patient position and hold was role-played. The records of all infants under 3 months presenting with fever between October 1, 2016 and January 31, 2017 were reviewed. Infants in whom a decision was made to attempt lumbar puncture were included in the study. Failure was defined as inability to collect fluid or obtaining fluid so heavily bloodstained that cell count was impossible. Atraumatic taps were defined as cerebrospinal fluid (CSF) samples with red cell count (RCC) <1000/mm 3 . Traumatic taps were defined as CSF samples suitable for cell count with RCC >1000/mm 3 .
Results:
The lumbar puncture failure rate reduced from 25.0% at baseline (October 2016) to 11.8% at the end of the 3-month intervention (January 2017). Atraumatic tap rates improved from 58.3 to 64.7%. There was an increase in traumatic tap rates from 16.7 to 23.5%.
Conclusion:
The combination of multidisciplinary practical skills teaching, early stylet removal and atraumatic needle use was successful in reducing lumbar puncture failure rates. A proportion of failed taps converted to traumatic taps. Ongoing teaching is required when new JMOs rotate through the departments. Background: Seizure-like events (SLE) are paroxysmal, timelimited alterations in consciousness, behaviour, sensation or motor activity. We reviewed diagnoses and comorbidities on admission and on follow-up in children admitted with SLE to a large suburban hospital in southwest Sydney.
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Methods: A retrospective chart review was performed for children (>28 days and <18 years) admitted to Campbelltown Hospital from 2014 to 2015 with seizures as defined by International Statistical Classification of Diseases (ICD-10-AM) coding. Following review of electronic case notes, coded diagnoses were reassigned into five seizure categories: epileptic (ES), probable epileptic (PS), febrile (FS), symptomatic (SS), and non-epileptic events (NEE). Demographics, history, clinical features, investigations and management were analysed. After a mean follow-up period of 17 (range 6-29) months, readmissions were reviewed, and final diagnoses applied.
Results: There were 533 admissions for SLE involving 373 children. ES comprised 42.6%; PS 12.8%; FS 23.1%; SS 2.8% and NEE 18.8% of admissions. 291 children were admitted once. 82 children incurred 242 admissions, of whom 14.6% suffered more than one type of seizure. Follow-up was possible in 67.3% of individuals. Of these 36.3% had further SLE. Non-epileptic events: Of 91 individuals, 22.0% had further SLE. One died from an optic glioma. Children with NEE were more likely to have psychiatric diagnoses than those with other seizure types (OR 18.58; 95% CI 6.16-56.03).
Conclusions: SLE are a burden for Campbelltown Hospital. There is a high rate of readmission. Follow-up is necessary because diagnoses can evolve. Epilepsy may be complicated by NEE and wisdom is needed to avoid over-investigation of factitious seizures. FS recur in over a quarter, but are generally unlikely to progress to epilepsy. Epilepsy may be confirmed in only 30% of children with PS: this uncertainty should be emphasised to parents. Comorbidities were consistent with other literature.
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1. Beach R, Reading R. Western Sydney University, Campbelltown, NSW, Australia Background: Non-epileptic events (NEE) are paroxysmal events, which may imitate seizures, but have cardiac, psychiatric or behavioural origins. We analysed paediatric hospitalisations for NEE, including psychogenic non-epileptic seizures (PNES), in a large suburban hospital in southwest Sydney over 2 years.
Methods: A retrospective chart review was performed for children (>28 days and <18 years) admitted to Campbelltown Hospital from 2014 to 2015 with seizures and convulsions as defined by International Statistical Classification of Diseases (ICD-10-AM) coding. Following review of electronic case notes, initial diagnostic codes were evaluated for accuracy, and if necessary, reassigned. Demographics, history, clinical features, investigations and management were analysed.
Results: There were 100 admissions for NEE, representing 18.8% (100/533) of all admissions for paediatric seizures. Causes included vasovagal syncope, 43%; PNES, 16%; concussion, 7%; cardiac syncope, 7%; migraine, 6%; breathing abnormalities, 5%; factitious disorder by proxy, 4%; ataxia/falls, 4%; movement abnormalities, 3%; disorientation, 3%; and narcolepsy, 2%. The
